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In regard to treatment, the author believes that a single attempt may be 
made in the first twenty-four hours to reduce the intussusception by a high 
injection. If the condition is one of very great intensity of symptoms, it 
will perhaps be wisest to refrain from making such an attempt, for the reason 
that even on the first day reduction alone will not be sufficient treatment for 
the existing pathological conditions. In the second twenty-four hours, while 
a certain proportion of cases will yield to mechanical treatment, its usefulness 
becomes still more restricted, as exampled by twenty-eight cases occurring on 
the second day, when in four instances other procedures than reduction were 
found necessary. 

After the second day the author believes that the possibility of relief is so 
small and the probability of doing harm so great that a preliminary trial of 
the enemata should be omitted. A small percentage of cases, which may be 
called the subacute variety, may in the latter days, say in the second week, 
offer conditions which might justify a preliminary’ trial of distention, where 
the symptoms point to a lack of severity in the local conditions, showing 
neither shock nor sepsis. 

All preparations for operation having been made, the patient should be 
amesthetized and the outlines of the intussusception carefully studied. A 
rectal tube should be passed, care being taken that it does not double on 
itself. The ingested fluid should be allowed to run in by gravity, the pres¬ 
sure being gradually raised. It is probably best to have the patient’s pelvis 
well raised. The operator should keep accurate track of the result by the 
sense of touch. His perceptions of the results should guide his judgment as 
to the necessary pressure rather than actual amount, but he must remember 
that after attaining a hydrostatic pressure of four feet, and even less with 
infants, he is treading on dangerous ground. Still, here even, conditions per¬ 
taining to the individual case must be his chief guide. If, as the result of 
the enema, the operator can absolutely recognize by the sense of touch that 
the intussusception has entirely disappeared, the operation may be postponed. 
If the intussusception recurs, operation is indicated. 

In operating the author advises the use of mixed anaesthesia, commencing 
with chloroform and changing to ether, believing that the change stimulates 
the patient and lessens shock. 

Operation. The incision should be a median one and sufficiently long to 
permit of easy manipulation. If the intussusception has not been definitely 
located and is not immediately felt, systematic search should commence at 
the ileo-caecal valve. If the caecum is collapsed, we know that search muBt 
be directed upward. The into susception having been found, it should be 
examined by inspection over its whole extent. The first glance may show 
that reduction is impossible or unwise. Attempts at reduction are best made 
in the direction of working the sheath away from the invagination rather 
than pulling the latter out; such a procedure often causes excessive tears of 
the gut at some adherent point. The abdominal cavity should be protected 
by pads. Should reduction be accomplished the gut should be carefully 
examined for any point of impaired vitality. If in doubt, gauze packing 
may be placed about the intestines, and sutures inserted in the abdominal 
wound, but not tied. Twenty-four hours will determine the question when 
the appropriate measures may be taken. If the intestine cannot be reduced. 
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its vitality must be determined. This is a point that requires great judgment. 
If there is doubt, treat it as the gangrenous variety. 

The methods of treatment open to the operator are artificial anus, entero- 
anastomosis, partial resection, and typical resection. The artificial anus 
should be reserved for those cases whose general condition is so desperate 
that any further procedures must necessarily be attended by death. This is, 
however, true only of the small intestine, the large intestine offering better 
chances, though here the mortality is 50 per cent, of dentlis following upon 
the operation. 

Entero-anastomosis is a method that may be employed. Partial or atyp¬ 
ical resection, or resection of the intussusception through an incision in the 
sheath, is an operation that is, under favoring conditions, simple and speedy, 
and sacrifices less intestine than a typical resection. Resection of the entire 
intussusception is probably more dangerous than the operation just men¬ 
tioned, and will be employed less frequently the more generally the other 
form becomes known. It is preferable to the others when in entero-anasto¬ 
mosis there is hesitation at leaving a considerable portion of the gut to “ hike 
care of itself/’ or (rarely) technical difficulties in performing the entero- 
anastomosis, for resection of the invagination, failure to separate from adhe¬ 
sions, for either procedure if there is any suspicion relative to the non-septic 
condition of the intestines. 

For the treatment of gangrenous intussusception the author recommends 
only: 1. Resection with immediate union of the divided intestine. 2. Resec¬ 
tion with utilization of the divided ends for a temporary artificial anus. 

The indications for one or the other operation are dependent upon the con¬ 
dition of the patient. 

In after-treatment shock from loss of heat must be guarded against by 
keeping the patient warm in all stages and avoiding contact with moist 
cloths. Alcohol subcutaneously is advocated as one of the best stimulants, 
while strychnine is the drug next in importance. Camphor dissolved in olive 
oil is a most valuable subcutaneous agent The subcutaneous injection of 
saline solutions is also favorably mentioned. 

The Forcible Correction of the Deformity of Pott’s Disease.— Menard 
{Li Press Med., No. 57,1897), after a careful study of the effect of this method 
of reduction upon a number of cases in post-mortems, and a careful review’ 
of the respimtivc process as seen in pathological specimens, says that the 
method must be considered wrong if applied to all forms of Pott’s disease 
irrespective of their situation and volume. It is impossible to estimate the 
consequences, and the greatest caution should be maintained in expressing 
an opinion as to the future usefulness of the methods. 

It is impossible to calculate the accidents which may follow upon this 
forcible reduction. The result of this procedure upon the tubercular focus 
is not known; all that can be said is that in all other parts of the body trau¬ 
matism aggravates osteo-arthritic tubercular disease, and occasionally gives 
rise to the formation of abscesses. One cannot be far from wrong in predict¬ 
ing grave complications as the result of thi3 treatment It is the general 
rule that no new bone is formed in the reparative process subsequent to 
tubercular disease of the vertebra. There is nothing to authorize the belief 
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that in this case any hone will he formed to supply the enormous bone defect 
which is always present. Such bone-formation never takes place after tuber¬ 
cular disease anywhere. The law is that these defects are filled up and unions 
produced by fibrous tissue. 

Ossifying Osteoperiostitis of the Metatarsals.— Bosquet {Rev. de Chir., 
1S97, ^o. 12) says that there are the following forms of periostitis: 1. 
That due to direct traumatism, primarily and immediate. 2. That due to 
indirect traumatism. 3. That due to various diatheses. 

That to which he especially calls attention belongs to the third class, and 
he bases his remarks upon the question of whether it is possible to produce, 
by frequently-repeated pullings on the fibro-periosteal elements, an irritation 
of the periosteum sufficient to induce the formation of new tissue beneath 
the osteogenetic layer, and if a violent harsh knock is capable of producing 
a tear in fibre of the periosteum which should be followed by a periostosis. 

This he believes to be possible, and that the affection he is studying is of 
the periosteum and bone, the latter being involved only to a slight degree. 

Of the symptomatology, he says the affection is generally unilateral, but 
more rarely may be bilateral. 

The osteoperiostitis attacks the three central metatarsal bones, and has 
never been observed in the first or fifth. This fact seems to differentiate 
this form of osteoperiostitis from the traumatic and diathetic. The three 
metatarsal bones involved constitute the metatarsal arch ; they sustain all 
the shocks from above downward and those received laterally. 

^ The patient complains of being unable to walk, and that his foot is swollen. 
Examination shows that the metatarsal region is the seat of an mdema, with 
marked acute pain, especially when the foot is placed upon the ground, re¬ 
sulting in a functional disability almost absolute. Outside of the metatar¬ 
sals the foot appears sound, but careful questioning elicits the information 
that it commenced by a lesion that was at first trivial and transitory, but 
finally resulted in a change of rhythm in marching. 

The symptom which predominates is the oedema. It is situated on the 
dorsal aspect of the metatarsals and only occupies this region in ordinary 
cases, showing itself on the plantar aspect in the more severe type. 

The skin preserves the normal color and temperature; there may, how¬ 
ever, be a slight hypenpmia and local increase in temperature. The volume 
of the foot is slightly augmented. Sometimes the pain, which in repose is 
usually nil, acquires such a degree of intensity as to preclude sleep. 

The oedema gradually disappears after a variable length of time, the osteo¬ 
periostitis becoming much more evident in consequence. This happens 
quite rapidly when the patient is allowed to rest, with appropriate treat¬ 
ment. Pauzat has seen the tumor developed after four days, but more fre¬ 
quently it requires fifteen to twenty days. 

The osseous tumors, once formed, remain stationary during a variable 
period ; they are, however, indolent, and walking is possible. Nearly all 
of the patients under his care again commenced their service after four or 
five weeks of indisposition; they could do all their marching and had to be 
sent for to be seen later. 

As complications, he cites arthritis of the metatarso-phalangeal, inter- 
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metatarsal, tarao-metatarsal joints. They are of short duration and dis¬ 
appear under appropriate treatment. 

The prognosis is favorable under proper care. 

Treatment consists in rest in bed ; it is the most potent agent; baths of 
the feet, massage, and revulsion by iodine. All operative interference is 
useless ; the disease is indolent and does not require it. 

Prophylaxis in the army consists in not permitting men excoriated or 
fatigued, or those having any general infection, to undertake long marches; 
the careful supervision of the feet, the shoes, and the fitting of them. Es¬ 
pecial care should be taken of the hygiene of the feet 

The Surgical Treatment of Tumors of the Large Intestine.—In operat¬ 
ing upon tumors of the large intestine, Vautrin ( Rec.de Chir ., 1897, No. 
11) believes the operation of choice to be resection, without fixation of the 
intestine to the abdominal parietes. The resection of the intestine should 
be accomplished by tlie thermo-cautery, while the mesentery should be cut 
with the scissors, the arteries being caught up by forceps as soon as they are 
cut. The ligature en manse of the mesentery predisposes to subsequent slough¬ 
ing and interferes with union, especially in the large intestine. The enteror- 
rhaphy should he performed by using two layers of whipped suture, fixed 
by a backstitch at every centimetre. The first suture is scro-raucous, the 
second sero-serous. This suture is very rapid and certain, and is preferable 
to plates or buttons. 

The anus contra-naiure should be reserved for cases of extreme urgency, 
where acute symptoms demand immediate interference. The resection should 
be performed secondarily, after the acute symptoms have subsided. 

When the tumor is inoperable entcro-anastomosis should be performed, 
wherever it is possible, with exclusion of the involved area. The author 
would not recommend the employment of the Murphy button in these opera¬ 
tions, as the lumen of the button, even the largest size, is too small compared 
with the calibre of the intestine. He has seen it occluded. 

Resection is most commonly employed in resections of the ascending and 
descending colon, while entcro-anastomosis, with exclusion of the affected 
part, is more common in the transverse colon. 

In tumors of small volume the loop of bowel containing the tumor may be 
drawn outside the abdomen, the intestine fixed in the wound, and the tumor 
later resected; this is followed by a later operation for the cure of the arti¬ 
ficial anus. 

The Surgical Treatment of Exophthalmic Goitre.—In discussing the 
operative treatment of this form of goitre, Doyen {Rev de Chir., 1897, No. 
11) says that there are but two operations which have the same end in view 
—the suppression of the secretion of this gland. 1. The thyroidectomy. 2. 
The section of the cervical sympathetic. 

The author has shown a patient in whom, after thyroidectomy, all the 
symptoms of Basedow’s disease were reproduced, except the goitre itself, by 
the excessive employment of thyroid medication, which he had commenced 
of his own accord after reading an article on the subject. 



